The struck-off mystery Dr Buntwal and colleagues (September 1999 JRSM, pp. 443 445) have described the problems encountered conducting research on the removal of patients from general practitioners' (GP) lists. Such experiences offer valuable lessons to others and should be communicated. However, we identify major concerns with this paper and its publication which should be openly discussed.
First, the literature review is inadequate. Several papers have been published recently using health authority data1l, together with a report detailing both a questionnaire survey of the health status of removed patients and a qualitative study looking at the process of removal from the perspective of both practitioner and patient5. Such research confirms that removal is uncommon-approximately 1.6
per 1000 patients per year3, in contrast to their speculation.
Secondly, the authors are psychiatrists based in secondary care whose hypothesis is that behavioural and mental health problems are a common reason for removal. They present no evidence in support of this hypothesis. If the researchers had collaborated with GPs in this study, we suggest that they would have recognized that removal is a complex and poorly understood process and their proposed methodology inadequate for investigating this phenomenon.
Thirdly, the conclusions are unsupportable. At the very least, the authors needed to include reliable data on whether the 'removal' coincided with a change of address1 34. Could the high proportion of 'removed' patients in their hospital pilot be explained by such patient mobility? They further confound this problem by baseless speculation that economic considerations prompt the removal ofpatients by GPs and use the term 'struck off' to describe patients' removals. 'Struck off' is an inflammatory term generally reserved for doctors removed from the GMC register: it is used to describe patients' removal only in the popular media and not in the academic press or professional guidance.
These issues should have been recognized by content-expert peer reviewers. We were also disturbed by the attendant Royal Society of Medicine press release which can only have been designed to attract sensationalist coverage in the national press6. Our aim was to discover whether patients with serious psychiatric disorders were more likely to be removed from practice lists. Two of us have undertaken general practice training and understand the difficulties that GPs may face. If our impression that psychiatric patients were more likely to be removed was confirmed, we were hopeful that more appropriate ways might be found to assist both doctor and patient.
When we came to undertake the research, however, we were met with obstruction and prevarication that continued for over two years. It would have been irresponsible of us to ignore the issue given the steep rise in the numbers of people removed from GPs' lists in our area. Thus we published a discussion document that opened up the subject for debate. We shall address the criticisms by Dr Stokes and colleagues in turn.
1 When, after peer review, we submitted a revised version of the paper, our Medline search was up to date, but we regret missing any of the newer material mentioned by Dr Stokes and colleagues. 2 Although our clinical work revealed that one-third of our patients had been removed from their GP's lists, we could not present systematic evidence in favour of our hypothesis because all our efforts at research were frustrated. 3 After fierce initial opposition to our study by the local medical committee, we met with them and gained positive help and cooperation from the GPs present. They also gave us advice on the issues raised by Dr Stokes and colleagues. Our main criticism was of the health authority, which despite initial agreement prevaricated for three years before finally withdrawing their consent. Dr Buntwal's prediction that patients who are struck off a general practitioner's list may become 'an underclass excluded from primary care' is rather too gloomy. To be removed from a GP's list does not mean to be excommunicated from NHS general medical services. The simplest way is to go to another GP and register. Anyone who needs medical services, and is not registered, may apply to any GP. There is an obligation to provide necessary advice and treatment including referral, even if the doctor is not prepared to sign the patient onto his permanent list.
Should a person find it difficult to get registered, the local health authority can 'assign' a patient to a named GP and that GP is required to provide all necessary services. The GP has no choice about it, although removal is possible after a certain time.
I practised in the London Borough of Tower Hamlets for about 26 years before I retired. Although now the borough is becoming 'gentrified' it is still, in many ways, a typical inner city area with all the disadvantages of such a place, especially a high rate of psychiatric morbidity. Within our practice area there were at least six other practices with about 11 doctors in all. Thus, it was rare that a patient could not get accepted on to a doctor's list within a reasonable distance of his home. Having been 'struck off' another doctor's list might make it more difficult, to find a doctor willing to accept the patient, but I and my partner found that listening at some length to the patient's complaints gave us an idea of how to avoid the problems the previous GP had experienced.
If the patient was known to the psychiatric service, the community psychiatric nurses were very active and helpful and would certainly do their best to get a psychiatric patient onto a GP's list. Often discharge from the psychiatric ward would be delayed until this was arranged.
There is another problem, the reverse of that highlighted by Dr Buntwal's enquiry that of making sure that mentally ill people who were not getting treatment did register, attended regularly and took their medication. The community psychiatric nurses were helpful in this respect also.
Present-day developments in the NHS, where management has become more important than medicine, result in GPs' having even less time than before to deal with mentally ill patients. The usual appointment of 6-8 minutes' duration is not enough, to manage a complex presentation of a serious mental illness, or of the anxiety of the patient's relatives.
Cooperation between the psychiatric service and the GPs, with a rapid referral system, especially in emergency, domiciliary consultations within the week, and an active community psychiatric nurse service can improve things, and might help to alleviate the exasperation, the sense of being quite helpless when faced with a psychiatric patient, which leads GPs sometimes to turn these patients off their list. A 92-year-old retired lawyer with myeloblastic syndrome entered the clinic every few weeks to receive blood for his anaemia. He always requested the same room, nurse and anaesthetist, the latter's task being to cannulate a vein suitable for the transfusions.
On several occasions I noticed remnants of an unsmoked cigarette lying by the patient. It was twisted, bent and broken with protruding strands of tobacco; the filter laid nearby. The old gentleman's explanation was that, after having smoked for 30 years, he suggested to his brother that they give up the habit for fear of developing lung cancer. Not heeding this advice, the brother continued to smoke only to succumb to lung cancer some 25 years later. The patient, on the other hand, stopped smoking but every second day bought a pack of twenty cigarettes of the brand he had earlier smoked. Throughout the day, after breaking
